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INTRODUCTION:  Haemobilia  is  a rare complication  of  acute  cholecystitis  and  may  present  as  upper  gas-
trointestinal  bleeding.
PRESENTATION  OF  CASE:  We describe  two  patients  with  acute  cholecystitis  presenting  with  upper  gas-
trointestinal  bleeding  due  to  haemobilia.  Bleeding  from  the duodenal  papilla  was  seen at  endoscopy
in  one  case  but  none  in  the  other.  CT demonstrated  acute  cholecystitis  with  a  pseudoaneurysm  of the
cystic  artery  in both  cases.  Deﬁnitive  control  of  intracholecystic  bleeding  was  achieved  in both  cases  by
embolisation  of  the  cystic  artery.  Both  patients  remain  symptom  free.  One  had  subsequent  laparoscopic
cholecystostomy  and  the  other  no  surgery.
DISCUSSION: Pseudoaneurysms  of  the cystic  artery  are  uncommon  in  the  setting  of  acute  cholecystitis.ransarterial embolisation
pper  GI bleeding
OGD  and CT  angiography  play  a key  role  in diagnosis.  Transarterial  embolisation  (TAE) is  effective  in  con-
trolling  bleeding.  TAE followed  by  interval  cholecystectomy  remains  the  treatment  of  choice in  surgically
ﬁt  patients.
CONCLUSION:  We  highlight  an  unusual  cause  of upper  GI haemorrhage.  Surgeons  need  to  be aware  of  this
rare  complication  of  acute  cholecystitis.  Immediate  non-surgical  management  in  these  cases  proved  to
be  safe  and  effective.
© 2013 Surgical Associates Ltd. Published by Elsevier Ltd. Open access under CC BY-NC-ND license. . Introduction
Haemobilia is a rare complication of acute cholecystitis. This
ccurs when there is a communication between the vascular sys-
em and the biliary tree. 22 cases of pseudoaneurysms of the cystic
rtery as the cause have been described.1 Only 2 cases of bleed-
ng from a normal cystic artery have been reported.2,3 We present
wo cases of upper GI bleeding secondary to acute cholecystitis
ith bleeding from the cystic artery and describe the non-surgical
anagement of this entity.
.  Presentation of case 1
A 74-year-old gentleman was admitted with a 3-week history
f worsening epigastric pain associated with a bout of haemateme-
is that morning. On general examination, he was  jaundiced and
achycardic (100 beats per minute) with blood pressure of 134/86.
bdominal examination was unremarkable.
Initial blood tests demonstrated a normocytic anaemia
ith haemoglobin 11.7 g/dL (previously 13.2), leucocytosis and
eranged liver function tests. Bilirubin was 57 mol/L (0–22),
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inase (ALT) 258 IU/L (0–55) and Aspartate transaminase (AST)
246 IU/L (0–45). Albumin, total protein and INR were normal.
Fluid resuscitation with intravenous crystalloid and 2 units of
blood was initiated and parenteral proton pump inhibitors (PPI)
started. Oesophago-gastro-duodenoscopy (OGD) revealed normal
mucosal lining of the oesophagus, stomach and pylorus. Fresh
blood and clot was  seen throughout the duodenum with fresh
blood emerging from the duodenal papilla. Computed tomography
angiography (CTA) revealed an ill-deﬁned thick-walled gall bladder
containing several stones with localised extravasation of contrast
from the cystic artery into a pseudoaneurysm in the gallbladder
(Fig. 1).
We  proceeded directly to transarterial embolisation. From a
transfemoral approach the cystic artery was catheterized with
a microcatheter. Contrast extravasation was demonstrated and
the cystic artery was  embolised with two 2 mm  platinum coils
(Figs. 2 and 3). This stopped the bleeding immediately and the
patient was discharged 2 days later and placed on the waiting list
for a laparoscopic cholecystectomy. He was readmitted 17 days
later with another attack of acute cholecystitis with normal liver
function tests. Laparoscopic cholecystectomy was  attempted but
dissection of the gallbladder was difﬁcult due to a ﬁrmly adherent
inﬂammatory omental mass. Due to the risk of visceral and vas-
cular injury, a laparoscopic cholecystostomy was performed. The
NC-ND license. 
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sig. 1. Coronal CT in arterial phase of contrast enhancement showing gallstone
short  arrow) and contrast extravasation in to the gallbladder (long arrow).
atient was discharged after 5 days of antibiotics with no drain. At
 weeks’ outpatient follow-up, the decision was made for conser-
ative management as long as he remains asymptomatic.
. Presentation of case 2
A 79-year old lady was admitted with a 3-week history of
elaena and weight loss. On examination she was  pale and jaun-
iced, tachycardic (110 beats per minute) and hypotensive (96/58).
bdominal examination revealed mild right upper quadrant ten-
erness and dark blood on digital rectal examination. Blood tests
evealed a normocytic anaemia, 6.8 g/dL and obstructive jaun-
ice: Bilirubin was 42 mol/L (0–22), ALP 1962 IU/L (38–126), AST
38 IU/L (0–45) and ALT 319 IU/L (0–55). Following blood trans-
usions and parenteral PPI, she underwent an OGD that showed
lood within the duodenum but no bleeding point. CT revealed a
5 × 17 × 20 mm false aneurysm arising from the cystic artery, an ill
ig. 2. Selective catheterization of branch of cystic artery that had been in spasm
howing  extravasation into the gallbladder (arrow).Fig. 3. Coils occluding the bleeding branch and main trunk of cystic artery (arrow).
deﬁned gallbladder with thickened walls, multiple gallstones and
pneumobilia (which remained unexplained) (Fig. 4).
From  a transfemoral approach the cystic artery supplying the
pseudoaneurysm was  selectively catheterised with a microcatheter
and successfully embolised using three 2 mm platinum coils (Fig. 5).
CT 3 months later demonstrated resolution of the pseudoaneurysm,
resolving cholecystitis and no gallstones. Given her past medical
history of hypertension and advanced chronic obstructive airway
disease requiring supplemental home oxygen, she was deemed an
unsuitable surgical candidate hence was managed conservatively.
She remains asymptomatic on outpatient review.
4. DiscussionHaemobilia, deﬁned as blood in the biliary tree, was ﬁrst
described by Sandblom in 1948 as a consequence of trauma to the
liver.4 It presents with Quinke’s classic triad of symptoms: upper
Fig. 4. Coronal CT in arterial phase showing pseudoaneurysm (long arrow), thick-
ened gallbladder wall (arrowhead) and gallstones (medium arrow).
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Fig. 5. Selective angiogram of hepatic artery showing pseudoaneurysm arising from
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10.  Sansonna F, Boati S, Sguinzi R, Migliorisi C, Pugliese F, Pugliese R. Severe
hemobilia  from hepatic artery pseudoaneurysm. Case Reports in Gastrointestinal
Medicine 2011;2011:1–5. branch of the cystic artery (arrow).
astrointestinal haemorrhage, upper abdominal pain and jaundice.
he triad occurs in only 22% of cases5 as patients rarely present with
pper GI bleeding,6 therefore requiring a high index of suspicion for
iagnosis.
With the advent of invasive percutaneous interventions such
s liver biopsy, iatrogenic injury accounts for two-thirds of the
ases of haemobilia.7 Non-traumatic causes include inﬂammation,
alignancy and congenital or acquired vascular malformations.
espite the high incidence of acute cholecystitis, haemobilia is
are because the inﬂammation results in early thrombosis of the
ystic artery. Occasionally, this perivascular inﬂammation causes
hrombosis of the vasa recta and damages the adventitia of the
rtery.8 This damages the integrity of the arterial walls making
hem prone to bleeding, resulting in haematomas outside the
essel, walled off by surrounding tissues i.e. a pseudoaneurysm.
seudoaneurysms may  also occur as a direct result of trauma
uring or after laparoscopic cholecystectomy,7 biliary stents and
arfarin overdose.9 60% of pseudoaneurysms involve the right
epatic artery, 30% the common hepatic and only 10% the cystic
rtery.10
A history of haematemesis or melaena should prompt an OGD
hich in 60% of cases will show active bleeding or clot from the
uodenal papilla.6 This can also occur with a bleed into the main
ancreatic duct, called haemosuccus pancreaticus.11 If a pseudoa-
eurysm is suspected, ultrasonography with colour Doppler or
igital subtraction angiography can identify the source, however,
ontrast enhanced CT is the modality of choice as it will accurately
onﬁrm the diagnosis.12
Minimally invasive, non-operative management has a lower
orbidity and mortality than operative management.13,14 Trans-
rterial embolisation with coils is effective in controlling
aemobilia and thus stabilising patients’ clinical state. It allows
iagnostic evaluation of variants of the vascular anatomy and ther-
peutic intervention with a success rate of 80–100%.2,11,12
Due to the risk of recurrence or gallbladder ischaemia after
ystic artery embolisation subsequent cholecystectomy should be
onsidered.9 The timing depends on the patient’s symptoms and
tness for surgery. Surgery can potentially be a difﬁcult procedure
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depending  on the inﬂammation and adherence of the gallbladder,
increasing the risk of visceral injury.
5. Conclusion
Haemobilia is a rare complication of acute cholecystitis as
there is often early thrombosis of the cystic artery secondary to
inﬂammation. We  present 2 cases of acute cholecystitis both with
Quinke’s triad as a result of bleeding from a pseudoaneurysm of
the cystic artery in the gallbladder. After diagnosis with CT both
patients were successfully treated by transarterial embolisation.
Currently transarterial embolisation followed by interval chole-
cystectomy is the treatment of choice in patients ﬁt enough for
surgery.
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